Meeting reports
Emotional disturbance of patients with functional symptoms Keywords: emotional disturbance; cancer; functional dysphonia; abdominal pain; chest pain This joint meeting of the Section of Measurement in Medicine and the Liaison Group of the Royal College of Psychiatrists addressed the difficulties in measuring emotional disturbance in patients with physical symptoms.
Dr Penny Hopwood (CRC Psychological Medicine Group, Manchester) spoke on affective disorders in cancer patients. She first described how psychiatric morbidity in cancer patients -estimated to affect between 20% and 35% of all patients -is mostly undetected, and even ignored by many cancer specialists. Distress is often judged to be inevitable and understandable, a Pandora's box to be avoided by the overworked and emotionally drained clinician. Furthermore, psychiatric diagnosis is difficult since patients with cancer are often exhausted, in pain, hopeless and worried about future treatments; all of these features confound a diagnosis of depression or anxiety.
In order to improve detection, nurses and doctors need training in recognition of emotional distress and in using screening questionnaires designed to help case identification. Those which have threshold scores -such as the Hospital Depression Scale are particularly useful.
Patients who are identified as cases are then directed towards different interventions, if appropriate. A form of anxiety related to anti-cancer therapy is conditioned. Patients develop anxiety with reflex nausea or vomiting at the thought of visiting hospital and are treated with relaxation and stress management, or short courses of benzodiazepines. Hypnotherapy and cognitive behaviour therapy have also been shown to be effective but are time consuming.
Patients with affective disorders warrant treatment with the appropriate medication, together with explanation and reassurance. The Manchester Group are currently researching borderline mood disturbances and preliminary results suggest that the majority improve spontaneously.
The CRC Psychological Medicine Group at the Royal Marsden Hospital are investigating a cognitive therapy approach in patients with affective disorder, whilst the Manchester Group are also evaluating counselling techniques in women with cervical cancer to try and reduce psychological morbidity.
The priorities, Dr Hopwood concluded, were to improve evaluation, intervention and communications skills.
Dr Allan House (General Infirmary at Leeds) spoke on the psychiatric contribution to the aetiology of functional dysphonia. Dr House described three types of dysphonia, affecting mostly women in their mid 40s: (1) whispering aphonia (muscle tension dysphonia) -due to vocal abuse; (2)hoarseness due to increased muscle tone and incoordination (spastic or spasmodic dysphonia); and (3)hyperkinetic dysphonia.
He delineated three theories of aetiology: (1) neurological spasticity; (2)habit -vocal technique; and (3) psychiatric -hysterical reaction/psychogenic. Dr House interviewed patients who were referred to a speech therapist from an ENT clinic. Eighty-six per cent of patients were women, with a mean age of 47 years. Dr House was unable to account for the patient's disturbance by measuring mood, as only 32% showed evidence of altered mood, mostly relatively minor disorders. There was also no difference in scores achieved between patients with dysphonia and matched controls on the life events and difficulties scale, a scale which measures stressful situations in an individuals life. However, 'conflict over speaking out' in individuals who were extremely committed to caring for others, who were family mediators and good employees were shown to be relevant. The conflicts were a test of loyalty and were irresolvable.
Dr House asked if lost or disturbed function is always psychological in origin and related to emotional conflict which was outside the patients conscious control? He suggested parallels in chronic fatigue and movement disorders.
The third speaker, Dr Francis Creed (Department of Psychiatry, University of Manchester) began his dissertation by stating that negative laparotomies cost the United Kingdom £16.5 million a year. He queried Raheja'' who had concluded that psychological and social factors were not relevant to the problem of chronic abdominal pain stating that they had used measures which were not sufficiently sensitive. The basic requirements which tap the problem for assessment of such patients are:
(1) standardized interviews for psychiatric disorders;
(2) standardized interview for environmental stress; and (3) clear onset of symptoms.
Dr Creed had used the Present State Examination which will generate a diagnosis of depression in the presence of markedly depressed mood, anxiety, psychomotor slowness and pathological guilt. He also used the Life Events and Difficulties Schedule, where the exact date of the event and the type of event are confirmed by a family member. Creed found that a greater proportion of those undergoing appendicectomy (whether the appendix was inflamed or not) had experienced a life event before the operation compared to a community comparison group. Events which carried a severe and lasting threat were related to the onset of abdominal pain only among those whose appendix turned out to be normal pathologically. Such events have previously been shown to cause depressions. Creed suggested that the abdominal pain in those patients whose appendix was not acutely inflamed may have been caused by depression. Creed followed patients for twelve months and found that the depression was associated with continuous complaints of abdominal pain. Dr Creed suggested that improved psychological Report of meeting of Section of Measurement in Medicine, 12 February 1990 0141·0768/90/ 090596-02/$02.00/0 © 1990 The Royal Society of Medicine care of patients with normal appendices would be beneficial.
The final speaker of the afternoon was Dr Christopher Bass (King's College Hospital) who described measurement of end total ?co 2 during exercise in chest pain patients attending a cardiac clinic. Dr Bass described patients who have noncardiac chest pain as having a high incidence of psychiatric disorder and of oesophageal abnormalities with low mortality but high morbidity. Changes in end total ?co 2 during exercise testing was a putative casual mechanism, although falling off the treadmill during the exercise was a sure sign of psychiatric illness. Dr Bass asked if measuring hypocapnia increased the diagnostic power of the treadmill test, as 80% of patients which were tested were shown to have normal coronary arteries. ?c0 2 was among a number of measures taken at rest, after 15 min exercise and 10 min after recovery. Patients with hypocapnia, pain at rest, and who were breathless on Journal of the Royal Society of Medicine Volume 83 September 1990 597 exercise, also had high scores on the Hospital Anxiety and Depression Scales and were more neurotic. Dr Bass suggested that routine use of psychological and physiological testing would be helpful to identify patients with normal coronary arteries.
The contribution of psychiatry to the assessment of patients with functional symptoms clearly varies from the recognition of depression and anxiety using clinical skills and rating scales to the detection of complex life problems. The identification of emotional problems should lead to more appropriate management. 1990;83:10-11 Women at work Keywords: women's rights; health services; hazardous substances; work
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The first speaker, Dr Patricia Last (BUPA) stressed that while women currently constitute 40% of the UK workforce it is expected that by the turn of the century this will rise to 50%, although many of these will be in part-time employment. The health of women, as distinct from all employees, at work involves many special considerations and requires specific precautions. At present 80-90% of young women work full-time, but after the child-bearing years, in their mid-40s, only 35% work full-time and 35-40% parttime. The health of women had improved enormously over the course of this century, but heart disease is still the commonest cause of death in the preretirement population. 15.2% of all deaths among women under 65 are due to ischaemic heart disease (lHD), while 22% of all deaths are due to all cancers, 24% are due to IHD. And she emphasized the importance of smoking and the slower fall in the number offemale smokers, from 42% in 1972 to 32% at present.
The pill and legislation on abortion have certainly saved countless lives and menopausal women are healthier than in the past, due to hormone therapy and other supports. Many cancers are entirely preventable. Dr Last outlined a plan for attacking the major diseases in the workplace via three approaches:
(1) prevention, (2) early detection, (3) effective treatment, the first being very much in the remit of the occupational physician. An anti-smoking earnpaign at work and regular cervical smear tests every 3 years are desirable. Early detection of breast cancer, although available to some extent on the National Health Service (NHS), is better carried out at work, where more women will be covered, without loss of working time. Effective screening requires more than finding the population at risk, but actual examination. Women nowadays have higher expectations of fitness and look for a healthy and healthpromoting workplace.
Mrs Gillian Howard (a barrister at law) explained the changes which the European Community Law and the European Court of Justice are bringing to British law. The main problems arise from sex discrimination in relation to part-time workers and to maternity. Claims arise in cases of dismissal for pregnancy and a policy preventing women from returning to work before having completed two years' service. An employer may have a defence in a claim for discriminatory treatment of pregnant women on grounds of health and safety. The refusal to offer parttime work after pregnancy also may be regarded as unlawful sex discrimination.
Another field of controversy is equal pay. It may be difficult to compare the value of the work men and women do. Most part-time workers are women and to exclude part-timers from certain terms and conditions or place service restrictions on them may be a breach of European law. There must also be no discrimination in retirement and pensions conditions. Thus the rule that women in UK receive a pension at 60 and men at 65 may not be unlawful under UK law, but does contravene the Treaty of Rome.
Many such changes have been agreed in the Social Security Act of 1989, but this will not come into force until 1993. A defence in equal value claims by employers quoting Market Forces may be effective if the reasons are genuine, objective and not attributable to sex.
While most of Mrs Howard's case histories involved discrimination against women she did balance her presentation with two examples of sex discrimination against men. 
